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Abstract
Post-traumatic stress disorder (PTSD) may develop following viewing or subjection to a
traumatic event. This disorder is associated with symptoms that include avoidance, intrusion,
negative cognitive /mood alteration as well, as changes in arousal and reactivity (American
Psychiatric Association, 2000). PTSD has undergone many transitions within the Diagnostic
Statistical Manual causing legal implications, confusion on classification of traumatic events,
misdiagnoses, and malingering (Zoellner, Bedard-Gilligan, Jun, Marks, and Garcia, 2013). The
National Institute of Mental Health (NIMH) created the Research Domain Criteria (RDoC) to
observe mental health conditions using underlying diagnostic structures and incorporating
neuroscience in research and treatment of disorders. In this literature review, ah assessment will
be made of previous research observing the limitations of the DSM while highlighting the
benefits of the RDoC . Specifically, the ability to assess personality traits and their association
with emotional dysregulation from a dimensional perspective. Based on previous literature,
personality traits may influence the expression of symptoms in patients with PTSD. Observing
how personality and emotional regulation are related may provide insight as to ways individuals
may respond to trauma. Additionally, this review will direct further research towards forming
new approaches to properly diagnose and treat PTSD.
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Introduction
PTSD is a worldwide phenomenon that any person exposed to a traumatic event may be
subject to developing. Traumatic experiences can range, and are not limited to, combat exposure,
sexual abuse, and genocide. The prevalence rates for lifetime development of PTSD are between
3.6% and 9.7% (Kessler, Chiu, Demler, & Walters, 2005). Possible reasons for the variance in
prevalence rates could be attributed to the lack of fundamental understanding of the disorder.
Over time, a number of changes regarding the nature of PTSD ensued. Most notably, the current
diagnostic tool for the assessment of PTSD presents flaws including overlapping symptoms,
inclinations of subjective reasoning, and legal complications. The development of a new research
framework will be discussed and it implications towards enhancing the understanding ofPTSD.
The understanding of PTSD as well as the name of the disorder has undergone numerous
changes since its first introduction into the mental health community. From initially being
referred to as soldier's heart, it has evolved into shell shock, combat fatigue, delayed stress
(Pitman et al., 2012), traumatic brain injury (TBI), war neurosis, traumatic hysteria and many
more terms. These, in addition to many more, were used in litigation, as well as clinical practice
before the term PTSD was devised (O'Brien, 1998). Along with these changes, shifts have been
made in regard to the stigma associated with the disorder, its generalization to non-military
personnel, as well as its defmition. Due to the variation in symptomatology ofPTSD there have
been cases of misdiagnosis, attributable to symptoms resembling other psychiatric disorders
(Zoellner et al., 2013).
Another common scenario when addressing diagnoses ofPTSD, is a failure to diagnose
even when patients may show the same psychophysiological responses as another individual who
has been diagnosed (Maeng & Milad, 201 7). Additional problems may arise in the area of
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treatment regarding PTSD, due to symptom-oriented drug therapies providing limited efficacy
(Schmidt & Vermetten, 20 17). Research in response to these issues consider the epigenetics,
neurocircuitry and hormonal imbalances associated with PTSD (Uddin et al. 2011; Maeng &
Milad, 2017). These areas of research use a framework known as the RDoC. The RDoC allows
the integration of neurobiological and physiological measures when assessing mental health
disorders rather than using symptoms, like the process ofthe DSM (Maeng & Milad, 2017).
Considering the application of the RDoC is crucial due to, the complexity and prevalence
of this disorder. The focus of this literature review is to review the efficacy of the DSM, as well
as current treatments developed from its use. The review will also examine and highlight the
benefits presented by the use of the RDoC in research and treatment ofPTSD. Throughout the
review, observations of previous research that have used the RDoC for diagnoses and research
on PTSD will be considered. Moreover, a suggestion as to where future studies may be directed
will be made. An integration of diagnostic tools- RDoC and DSM- is suggested to overcome any
disadvantages either tool may present. Resulting in the most effective form of researching,
diagnosing and treating PTSD.
As mentioned before, the current knowledge of PTSD is shallow, inconclusive and
problematic. The current proposal argues that due to no clear relation from trauma to PTSD
existing, researchers and clinicians lack in understanding of the onset of the disorder as well.
There are two factors that are important for understanding PTSD, 1) how to measure trauma, and
2) personal differences between individuals exposed to trauma that may lead them to develop
PTSD or not. This review will observe the individualistic features of personality types and
emotional dysregulation and their influence on the expression of PTSD symptoms. Research has
suggested a difference in externalizing and internalizing behaviors associated with PTSD (Ford,
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2015; Koffel et al., 2016; Miller, Kaloupek, Dillon, & Keane, 2004). There have also been
several studies observing the relation of personality on the syrnptomology ofPTSD (Dall,
Houston, & McNamara, 2004; Jaksic, Brajkovic, Ivezic, Topic, & Jakovljevic, 2012; Koffel et
al., 2016; Miller et al., 2004; Sadeh, Miller, Wolf, & Harkness, 2014; Sellbom & Bagby, 2009;
Wolf, Miller, Harrington, & Reardon, 2012). Researchers have been able to learn more regarding
the neurobiology of PTSD when observing emotional regulatory features associated with the
disorder (Beauchaine, 2015; Bradley et al., 2011; Mazloom, Yaghubi, & Mohammadkhani,
2014). For the purposes of this study, self-report measurements will be used to act as a stepping
stone for further research to build upon.

Diagnostic and Statistical Manual (DSM)
The American Psychological Association first introduced PTSD in 1980 (APA, 1980).
Since then, the disorder has undergone numerous modifications. As a result of these adjustments
the name, definition and criteria for this disorder have been altered. To understand the
discrepancy in variance of prevalence rates of PTSD and the deficiency related to the current
gold standard of diagnosis, we must explore how PTSD is defined and categorized. Additionally,
we must assess the current criteria associated with it, as well as the shifts all these have endured
throughout revisions of the DSM.
Originally, the disorder was separated from occasional life stressors with a "stressor
criterion" (U.S. Department ofVetcrans Affairs). Newer research suggested that there are
individual differences to how people cope and experience stressors. PTSD has continually been
speculated, showing significant changes within its criteria of diagnoses (Zoellner et al., 2013).
The disorder has been revised in the DSM several times (1980, 1987, 2000, 2013). Research
provides support for the shift out of the category of anxiety disorders suggesting, a reevaluation
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of the placement ofPTSD as its current position may not reflect the heterogeneity of its
psychopathology (Wolf et al., 2012). PTSD is now in a new category called, Trauma-and
Stressor-Related Disorders (APA, 2000; Friedman, Ressick, Bryant, Strain, Horowitz, & Spiegel,
2011 ). Presented alongside this shift, were aspects that may further the complexity of PTSD.
Zoellner et al. (2013) observed the modifications, noting the addition of four new symptoms to
the criterion, the redefining of what constitutes a traumatic event, as well as the conception of a
subtype. Zoellner and colleagues (2013) suggest that these amendments to PTSD will cause legal
trouble, including the confusion of the classification of a traumatic stressor, possibility of
malingering, and misdiagnosis due to difficulties differentiating symptoms with other disorders.
The current edition of the (APA, 2013) is the result of a decade' s worth of research on
mental health. It is used in a variety of clinical settings to diagnose, treat, and investigate mental
health disorders. Providers and agencies often use the DSM to charge the patient and/or their
insurance company based on a specific code assigned to the disorder the patient is diagnosed
with. To be diagnosed with a disorder, an individual must present the appropriate symptoms
associated with the disorder for a specific amount of time. This diagnostic tool is not meant to be
administered by individuals other than health care professionals, due to inaccurate and
inadequate knowledge regarding mental health.
The criteria outlined for the diagnosis of PTSD by the most recent version of the DSM
(DSM-V) consists of 8 criterions, which first identify specific circumstances of trauma (e.g.
adverse life event) in addition to individual's responses to the event (e.g. reexperience the event,
create distress, hypervigilance etc.) (APA, 2013). The criteria also rule out different causal
factors (physiological impairments or drug use). The outlined specification for diagnosis includes
period of the symptoms to distinguish PTSD from what is considered normal reaction.
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The DSM-V goes further to identify two distinct subtypes of the disorder, Dissociative
and Delayed. Dissociative, entails the individual experiences a sense of depersonalization or
derealization along with the other symptoms outlined. The subtype, Delayed, signifies the onset
of symptoms was not present until a minimum of six months following the traumatic event
(APA, 2013).

Limitations of DSM
Understanding the build of the DSM allows for the observation of the limitations
presented. One resounding dilemma is the issue of delineating what constitutes a traumatic event.
Currently PTSD diagnosis is based on the reaction to a specific traumatic event. McNally (2003)
draws attention to the liberalization of the definition of a traumatic stressor and its implications.
In the DSM III-R, the definition was limited to an individual experiencing an event outside the
norm of human experience (APA, 1987). Whereas, in DSM-IV, an individual was eligible for
diagnosis if they experienced, were witness to, or confronted with perceived or eminent danger
to their livelihood (APA, 2000). The definition continued to broaden, with much debate, with the
inclusion of the exposure to details of an event being considered as a traumatic stressor. Critics
suggests that the widening of the definition may lead to an over diagnosis, causing difficulties in
studying physiological associations with the disorder due to a large heterogeneous population
(McNally, 2003). Considering the definition of the DSM-IV, it can be inferred that a person may
be a candidate for a diagnosis ofPTSD if they respond to an event with intense fear.
Due to this broadened definition and misunderstanding of the onset of PTSD
malingering, a feigning of an illness, becomes an issue. This is especially crucial to consider
when the criteria for PTSD involves significant subjective self-reports. Freuh, Elhai and
Kaloupek (2004) noted that in recent years there has been an increase in individuals seeking
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trauma-related disability and litigation. A dramatic rise was specifically noted among veterans
since 1985. Oboler (2000) observed this as being the largest amount of claims among psychiatric
conditions. The issue of malingering expands as far as lawsuits against, workplaces, churches
and any other system that an individual may view as causing them psychological harm.
Hundreds of millions of dollars is to be paid for settlements regarding PTSD related cases (Freuh
et al., 2004). Malingering not only affects the country fmancially, it also affects the integrity of
the psychological scientific community.
Another weak aspect that may fall victim to malingering, are current measurements used
to assess psychological disorders (Freuh et al., 2004). Specifically, measurements used for PTSD
present drawbacks. Most measurements used to assess PTSD are dichotomous emphasizing the
categorical classification of the disorder. Freuh et al. (2004) addressed the narrow view of
addressing traumatic history often presented by measures. Additionally, most measures also lack
the requirement of individuals to identify a specific event causing their symptoms. Self-report
instruments currently in use for the diagnosis of PTSD do not have strong support for good
psychometric validation. In addition to their lack of validity, these self-report measures have
diminished reliability due to non-specific calculation of score. This entails individuals possibly
scoring the same regardless of varied past experiences, and actual behaviors.
In addition to instruments of assessment, structured interviews for PTSD also present
limitations. Some ofthe observed limitations include: an exaggeration of symptoms,
malingering, and reporting bias. Recent research has begun to explore personality assessments
when assessing the issue of faking (Thomas, Hopwood, Orlando, Weathers, McDevitt-Murphey,
2012; Wooley & Rogers, 2015). Correlations between certain personality types suggest a relation
between faking, yet it cannot remove the actuality of symptoms if present. Due to variance
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between scores and indistinct identifiable measurements clinicians are advised to use discretion
when assessing psychiatric disorders based only on personality scores.
Considering the previously noted issues with the diagnostic instruments and tools of
measurements for PTSD, the addition of overlapping criterion for various disorders only further
complicates the lack of validity the tools present. Within the Axis 1 psychiatric disorders,
depression, phobias, and other anxiety disorders present overlapping symptoms with PTSD. Due
to inconsistent results of correlations between instruments used to measure each disorder, the
sensitivity of instruments may be compromised. This entails a deficiency in the ability to
recognize possible comorbid disorders. Overlapping symptoms may also lead to a misdiagnosis.
If individuals do not receive proper diagnosis, this impedes on the ability to provide
effective treatment. Cognitive restructuring therapies are commonly used. Forms of cognitive
restructuring therapies may include, prolonged exposure therapy, eye desensitization and
reprocessing, as well as cognitive behavioral therapy. Ford (2015) emphasizes the efficacy in
reducing internalizing behaviors associated with the disorder. However, these forms of treatment
are not nearly as successful reducing externalizing behaviors. Examples of internalizing
behaviors include anxiety, guilt or depression. Examples of externalizing behaviors include

self~

harm, aggression and impulsivity. Pharmaceuticals are also used for treatment ofPTSD.
However, efficacy is inconsistently suggested to benefit patients. Additionally, the types of
medication prescribed for treatment are not specified for PTSD. Instead they are more commonly
used for depression. Non~targeted forms of treatment may increase progression of the disorder,
due to a lack of addressing underlying issues. Moreover, the prescription of non-specific drugs
may lead to addictions and dependence.
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The concepts mentioned above, influence the observed variance in prevalence rates of
PTSD previously mentioned. If individuals diagnosing patients 1) lack in sustained structured
definitions or criteria, 2) have symptoms that overlap with other disorders allude subjective
judgments, and 3) have ineffective instruments of measurement then, these results can be
expected. Understanding what causes the problems is the first step. Now it is time to discover
solutions for them.
The definitions and criteria outlined currently by the DSM-V have not only caused
dilemmas about the widened definition, but they have also suggested an increase in feign of
illness. These are leading to more lawsuits and individuals seeking disability, putting a financial
burden on the country. The focus on subjective views and non-scientific considerations are
weakening the credibility of the scientific community. Statements by professionals in the field
have clearly outlined their concern regarding the lack of representation of strides in cognitive
science, the lack of cohesive psychological constructs, and the need for research focused on the
etiology while simultaneously considering the phenotypic clusters identified. In the upcoming
section, we will consider the use of the RDoC framework of research for PTSD to ease and reorient the approach taken towards psychological disorders.
Research Domain Criteria (RDoC)

The NIMH formed the RDoC in 2009 as a research framework. This tool was created to
integrate the use of neuroscience in research and treatment of mental health disorders. The RDoC
seeks to understand disorders through a dimensional approach rather than a categorical approach.
It is based on distinct constructs that are further divided into domains, which present current

understandings of social behavior, motivation, and cognition. There are different methods to
further understand the constructs identified, these may include genetic, molecular, neurocircuitry
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and behavioral assessments (NIMH, 2013). To fully understand how the RDoC is reshaping the
field of psychology we must first understand its structure. In the following passages the
framework will be explained thoroughly as prelude to the discussion of its application in
research. There are five distinct domains within the RDoC matrix at this time and this number is
expected to grow as more research is completed. Domains represent human behaviors and
functioning. Within domains there are also constructs and sub-constructs that are components
that influence the overall domain. These are further observed through units of analysis, or forms
of assessment (See appendix for detail). Sub constructs will not be mentioned in the description
of the framework. Instead, the emphasis will remain on the domains. For the purpose of this
paper three domains will be observed as further exploratory factors of personality type and its
correlates of difficulties in emotional regulation; Negative Valence System, Positive Valence
System, and Cognitive System. The Negative Valence System as described by the RDoC
includes negative responses towards adverse events. These responses resemble key symptomatic
features outlined by the DSM in the diagnostic criteria for PTSD (e.g. fear and anxiety, trauma
related cues). The second domain of the RDoC this paper will focus on will be the Positive
Valence System. There is little research surrounding PTSD's relation to this system's responses
(e.g. reward learning and valuation). It is suggested that the identified "emotional numbing"
aspect within the DSM-V can be related to a declined ability to express goal-oriented behaviors
(Schmidt & Vermetten, 2017). The third domain receiving attention in this paper is the Cognitive
System. This domain includes cognitive process that are often suggested to present deregulatory
characteristics in patients with PTSD (i.e. attention and memory). Behaviors observed include
attentional and memory biases towards threatening stimuli. These biases were shown at the
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expense of other cognitive operations diminishing optimal cognitive processing (Schmidt &
Vermetten, 2017).
The domains and constructs described above are summarized into a table presented in the
appendix for reference. Each domain and respective construct is analyzed using various unit of
analyses also identified in the table. These units are what makes the RDoC distinct in its
methodology of understanding psychological disorders (NIMH, 2013).

Benefits of the RDoC
Due to the RDoC's novel construct and approach to the research of psychological
disorders it has received great attention. It has received significant attention since its release in
addition to considerable increase within the recent years with its reference in over 5,000 articles
(Cuthbert, 2017). However, placed in the limelight it has been subjected to both positive and
negative statements. There have been critics that hold misconceptions regarding the RDoC's
purpose, efficacy in clinical practice and intentions. The RDoC does not aim to abolish the DSM
or any of the identified disorders within it. Instead, the framework seeks to use its system to reorient the research surrounding the disorders. This framework also seeks to understand the
physiological underpinnings of disorders but does not intend to do this at the expense of
recognizing psychological or phenomenological characteristics. Supporters of the RDoC suggest
and integrative approach towards cognitive, emotional and behavioral processes. The RDoC is
also not intended to replace the DSM, rather supplement the research behind its information to
further inform it for future revisions (Cuthbert, 20 17). The hope with this framework is to
understand mental disorders from varied level of analysis to guide the creation of more effective
and targeted therapies. Incorporating genetics and cognitive science while using behavioral and
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neural systems the RDoC will provide the appropriate diagnostic criteria that one day may
influence the way clinicians treat disorders.
Grasping the framework of both the DSM and the RDoC, as well as understanding the
reasoning behind its creation, we may now identify the areas of benefit specifically related to
PTSD, that are presented in the application of the RDoC. Although PTSD has been examined
extensively, it has not received nearly as much examination from the RDoC perspective.
Researchers that have observed the disorder through this approach have made remarkable
discoveries regarding the neurocircuitry of fear (Morey et al., 2015). In addition to the
neurobiology of fear and stress (Maeng & Milad, 20 17). There have also been suggestions for
the addition of new domains to the RDoC to effectively examine PTSD along with other
psychiatric disorders (Schmidt & Vermetten, 201 7).
The integration of the RDoC research may shed more light on the overall distribution of
the concept of normal functioning. Researchers have long been attempting to distinguish where
the line of normal and abnormal is and how it can be measured. Fortunately, through this
framework further studies will have the opportunity to explore the domains of normal
functioning in relation to disorders. Through brain circuitry and system functionalities,
associations and greater fundamental understandings and connections will be made with relevant
DSM disorders and their given symptoms. These understandings and connections will aid in the
identification of the "how" and "why" systems are dysregulated.
In reference to the limitation of malingering presented previously in the application of the
DSM, comes the indisputable benefit of the RDoC's structure of an underlying base of
quantitative data. This basis is quite different than the DSM' s approach which is based on
clinical consensus. The RDoC's structure holds psychiatry at the core, allowing for identifying
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possible biomarkers of psychological disorders. As epidemiological studies progress, more valid
and reliable measurements will be created to assess mental health disorders. These will all
contribute to aiding in the legal and financial trouble malingering costs.
Another aspect of the RDoC that is of benefit is the development of improved tools of
measurement for the assessment of mental health disorders. In the psychological scientific
community is imperative that the most effective, valid, and reliable tools of measurement are
being implemented. With an increase in validity of the measures, the issue of misdiagnoses
would decrease. The improvement of measures will also aid in gaining a greater understanding
of the neural systems and their functions regarding the spectrum of normal and abnormal
functionalities. The framework's use of qualitative data instead of subjective agreements
regarding disorders reinforces the scientific objective basis of the research community and the
clinical practice. In turn, returning the integrity of the psychological community as a whole.
In addition to the advancement of diagnostic tools of measurements, the RDoC also
offers another distinct quality to relieve the issue of lack of effective treatments. Due to
inadequacy of heterogeneous syndromes represented in clinical trials for drug treatment, drugs
that are often marketed only show effective results in half of patients tested (Cuthbert, 20 17).
However, there is hope that with the reorientation of research of mental health disorders towards
a psychiatric perspective a better understanding and development of drug treatments may evolve.
Relieving the confusion, mistreatment and efficacy of drug treatments currently being expressed
within the field.
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Proposal
Building off of previously mentioned limitations of the DSM and the compensatory
aspects that the RDoC framework may provide the field of mental health, the integration of its
framework suggests being inherently beneficial. Researchers have already utilized the RDoC
towards significant research discoveries (Bauer, Ruef, Pineles, Japuntich, Macklin, Lasko, &
Orr, 2013). One review, focusing on the discrepancy in the efficacy of pharmacology in relation
to psychiatric disorders, noted the importance of the RDoC in the efforts for the improvement of
the field (Schmidt & Vermetten, 20 17). Specifically, observing the beneficial use of the
framework in PTSD research and the discovery of new treatments. To understand how the RDoC
will prove to be beneficial specifically towards PTSD, it is imperative to grasp how the various
aspects of the disorder prominently correspond to the framework's systems.
Aligning PTSD characteristics within the domains of the RDoC framework, a suggestion
is made to look at the personality correlates of difficulties in emotional regulation. Personality
characteristics have numerous suggestions as to their relationship with psychological disorders
(Ford, 2015; Sellbom & Bagby, 2009). An issue that is often presented however, is the
inconsistent validity of instruments used to measure personality types. There is an abundance of
different personality assessments. Some assessments name a characteristic differently than
another and others include subtypes that some do not. These discrepancies cause much confusion
when attempting to consolidate data and make conclusions. Emotional regulatory factors are also
suggested to be key components of many psychological disorders (de Rio-Casanova, Gonzalez,
Paramo, Van Dijke & Brenlla, 2016; Badour & Feldner, 2013). Considering the consistent
suggestions of the influences of both these components, the following study serves to see the
relation between the two. Variables being observed will be aligned to respective domains within
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the RDoC framework to understand the important role that it plays in research. To measure a
tendency to respond negatively to trauma the current study will examine the personality type of
Negative Emotionality (NEM). NEM is characterized by propensity towards negative reactions
(i.e. distress, anxiety, aggression) (Sadeh et al., 2015). To measure to potential protective factors
that may drive individual differences in trauma response the Positive Emotionality (PEM)
personality type will be assessed in the current study. PEM is a propensity to respond positively
(i.e. sociability, agency, social dominance) (Sadeh et al., 2015). The third broad personality type
observed is Constraint (CON). CON focuses on the reverse of impulsivity and thrill seeking.
Research also suggests a difference between individuals who present externalizing
symptoms versus internalizing (Ford, 2015). Researchers observed the personality types used in
the following study with regard to externalizers and internalizers. Extemalizers generally present
low levels of CON, while presenting high levels ofNEM. Intemalizers generally have higher
levels ofNEM and lower levels ofPEM (Wolf et al., 2012). Additionally, emotional regulation
seems to be of great influence on the severity of symptoms presented by patients with PTSD
(Bradley et al., 2011). Given this previous research and the suggestion ofthe integration ofthe
RDoC framework, the personality types were chosen purposefully to represent three distinct
domains within the RDoC. The personality types that were mentioned will be observed using the
Multidimensional Personality Questionnaire-Brief Form (MPQ-BF). Furthermore, emotional
dysregulation will be observed using the Difficulties in Emotional Regulation Scale (DERS).
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Study
Objective
The objective of this study is to observe the association between personality types and
dif!iculties in emotional regulation. Previous research suggests that the way in which individuals
regulate their emotions determines how symptoms of mental disorders are expressed, internally
or externally (Ford, 2015). Ford (2015) has prompted subsequent research in the direction of
structured therapies, after identifying possible limitations of current therapies in treating
externalizing disruptive behaviors of mental disorders. There is also support for the concept of
emotional regulation as a core component in understanding phenotypes in trauma disorders (del
Rio-Casanova et al. 20 16). The following study proposes a research design to observe the
relationship between personality types, NEM, PEM, and CON with difficulties in emotional
regulation. 1We hypothesize that a higher score on the personality type NEM will have a positive
correlation with difficulties in emotional regulation. 2In contrast, we hypothesis that individuals
with higher scores of CON will have a negative correlation with difficulties in emotional
regulation. 3We hypothesize that there will be no correlation between PEM and difficulties in
emotional regulation.

Research Design
The research conducted was based on a cross sectional design. The participants in the
study were measured using the DERS and the MPQ-BF. Bivariate Pearson's correlations were
conducted to observe the relationship between DERS scores and the personality traits outlined by
theMPQ-BF .
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Sample
This study included a total of 31 participants. The participants were gathered from the
University of South Florida St. Petersburg (USFSP) psychology pool referred to as SONA. The
participants included 5 males and 26 females. This study was approved by the institutional
review board of the University of South Florida.
Measurement/Instrumentation
Difficulties in Emotional Regulation scale (DERS)
DERS is a self-report Likert scale highlighting the dimensional characteristics that the
RDoC promotes within the context of dysregulation of emotions. Considering the understanding
that emotional dysregulation is an underlying component of many psychological disorders,
DERS was created to allow for a more comprehensive assessment (Gratz & Roemer, 2004). The
scale has a high internal consistency (a= .93) and has empirical support.
There is empirical support for the conceptualization of emotional dysregulation. The
dimensions of emotional dysregulation that are assessed by DERS address the areas. These
dimensions include 1) awareness and understanding of emotions, 2) acceptance of emotions, 3)
the ability to engage in goal-directed behavior, when experiencing negative emotions, and 4)
access to emotion regulation strategies perceived as effective. The indicated dimensions are
observed through the subscales ofDERS: Nonacceptance, Goals, Impulse, Awareness,
Strategies, and Clarity.
Rational for the use of DERS include various reasons. First, it is low cost and efficient.
Secondly, its structure being dimensional is a key feature. Third, and most importantly, the
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notion that emotional dysregulation is an influential characteristic in various psychological
disorders.
Multidimensional Personality Questionnaire- BriefForm (MPQ-BF)
The MPQ-BF is a self-report questionnaire which addresses the concept of
dimensionality outlined by the RDoC framework in the context of personality traits. The
personality subtypes that are identified in this questionnaire are linked to motive systems in the
brain (Patrick, Curtin & Tellegen, 2002). These systems are the underlying components of
behaviors. This questionnaire also takes pride in the support of studies suggesting the close
match of phenotypic aspects of personality and the respective genotypic structure of personality
(Krueger, 2000).
The MPQ-BF has shown to be a reliable measure ofbroad personality traits (.83 to .91).
It is also correlated with the full length MPQ, with the lowest correlation for Absorption at .92
and the highest for NEM at .98. Patrick et al (2002) found MPQ-BF to have good internal
consistency (a=.71-.84)
The creation of this scale was to increase feasibility, tie personality with the genetic,
developmental, and clinical phenomena. While simultaneously exploring both psychological and
psychophysiological functions in addition to supporting further research between it and other
personality trait measures. There is empirical support for the MPQ model (Patrick et al., 2002;
Tellegen, 1985; Watson, 2000). Tellegen (1985) provides support for the psychobiological and
neurobiological aspects associated with PEM and NEM, while also providing support for the
psychobiological aspects in relation to CON.
The MPQ-BF observes broad traits ofPEM, NEM and CON. PEM relates to one's
disposition towards positive emotions while NEM relates to one's disposition towards negative
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emotions. CON relates to traits such as impulsivity and behavioral constraint. The additional
parceling of these traits has identified other distinct sub traits ofPEM, NEM, and CON. The
PEM has a cluster including Wellbeing, Social Potency, Achievement, and Social Closeness. The
NEM has a cluster including Stress Reaction, Alienation, and Aggression. CON has a cluster that
includes Control, Harm A voidance, and Traditionalism.
Rationale behind the use of the MPQ-BF includes several reasons. The first, simply for
the feasibility of the tool. The second, because it is beneficial and important to understand the
genetic associations between personality subtypes and the implementation of the MPQ-BF would
assist in this research. Third, the MPQ-BF allows for the observation of the variation in
individuals' psychological and physiological functions.

Procedures
The participants were presented the opportunity to volunteer by viewing the study when
logged into their personal password protected SONA online account. Upon volunteering to
participate, they are presented with the questions to each questionnaire. They were required to
answer all questions before continuing through the study. After completion of all questions,
participants were presented with a debrief screen providing the contact information of the
principal investigator and Health Wellness Center located on the university campus. Note, that
the consent form was waived due to no identifiable information being collected from
participants.

Data Analysis
An initial collection and assessment of results was completed through SONA, a research
participation system. This tool provided a basic framework to analyze and determine relations
between the variables observed. Based on the results of the survey, data was entered in the SPSS
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to examine if personality types (NEM, PEM, CON) were correlated with emotion dysregulation.
A bivariate correlational analysis was completed, Pearson's correlation. The effect size will be
used to determine the strength of the correlation between personality subtypes and difficulties in
emotion regulation.

Results
Bivariate Pearson correlations were used to observe the relationships between the traits
assessed by the MPQ-BF and the DERS. No significant correlation was found for PEM and
DERS, r(29) -125,p=.503. No significant correlation was found between CON and DERS,

r(29)= -.007,p=.970. A significant positive correlation was found between NEM and DERS,
r(29)= .603,p<.001. This strong correlation enticed further exploration of the sub categories'
influence on the relation. Further correlations were conducted to assess the sub categories that
underlie NEM: Stress Reaction, Alienation and Aggression, with results from DERS. This was in
the interest of understanding the drive of the correlation found for NEM and DERS. Interestingly
one sub category, Stress Reaction, presented a significant correlation with DERS, r(29)=.639,

p<.OOl. There was no correlation between Alienation and DERS, r(29)=.171,p=.356. There was
no correlation between Aggression and DERS, r(29)=.277,p=.131.

Discussion
The results of the bivariate analysis suggest no support for the second and third
hypothesis made regarding PEM and CON's correlation with DERS. However, the analysis did
suggest support of the first hypothesis, that individuals with high levels ofNEM are more likely
to present behaviors of difficulties in emotional regulation in comparison to individuals with
high levels ofPEM or CON. Specifically, a further analysis of the relations between the sub

Integrative strategy for PTSD

23

categories ofNEM and DERS suggested Stress Reaction, or the negative sensitivity to stress, is a
strong influencer of the behaviors associated with difficulties in emotional regulation.
Due to the correlational design, we cannot determine causation between the two
identified variables. Third-variable problems may be present, leading to a difficulty in
determining the direction-of-causation. Internal validity threats that may rise could be result of
self-report errors. Furthermore, the sample population was disproportionate in female to male
ratio. Therefore, future research should ensure a balance in sex of participants. As well as, begin
· to investigate the deeper relations among Stress Reaction and difficulties in emotional regulation
using the Physiology construct of the RDoC. Additionally, future research should seek to
observe the relation between stress reaction and difficulties in emotional regulation over time. A
longitudinal approach may yield other mediating variables.
The current study only focused on three out of the five distinct domains of the RDoC.
However, a continuation of this research may find additional components regarding relations
between personality and emotional dysregulation within other domains. A core symptom
presented by patients diagnosed with PTSD is nervous hyperarousal. This behavioral symptom is
related to the arousal system of the RDoC in addition to other symptoms presented by PTSD
such as: nightmares and enhanced jumpiness. The sympathetic nervous system (SNS) is a critical
component of behavior often observed in patients with this disorder. Research has found in both
human and animal studies that hormones associated with the SNS are related to the processing
and consolidation of memories. Considering the discoveries made, treatments have also been
suggested. However further research is required.
In regard to the social processes system of the RDoC, the research is not as vast or depth

in comparison to other systems. This superficial understanding is largely attributable to the focus
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of previous research on psychological components rather than the underlying neurobiological
components. Nonetheless, there is explicit knowledge in relation to patients with PTSD
presenting deficits in areas including: attachment formation, perception of self and others as well
as social communication (Schmidt & Vermetten, 2017). Therefore, future research should aim to
identify the roots of these features.
In this study the units of analysis included, self-report and behavior. This resembles the
DSM in its subjective manner. Therefore, other units of analysis should also be considered, such
as physiological components. There is research on reward processing and its association with the
mesocorticolimbic reward pathway. Motivational and consummatory anhedonia are components
observed in PTSD, however the molecular research is limited in this area. Research on
dopaminergic transmission has led to medicinal treatments (Schmidt & Vermetten, 2017), yet
further research is required for consistent results and more effective treatments
In sum the current study set out to observe the limitations that are commonly presented
by current methods of diagnosing and researching PTSD using the DSM. Incorporating the fairly
recent framework of the RDoC to assist in alleviating the limitations allowed for a dimensional
approach to the research ofPTSD. Noting the results of our analysis on the relationship between
personality types and difficulties in emotional regulation, further research has an abundance to
continue to explore. The specific relationship that was found driving the NEM trait was that of
Stress Reaction. This implies a great deal and may shift the way we view PTSD. Is it the reaction
towards the event rather than the severity of the event itself that causes PTSD? Is this reaction
learned or innate?
The results of this study may be applicable to other areas regarding PTSD including the
concept of targeted therapies. As previously mentioned, there are suggestions that certain
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personalities benefit from therapies that others may not. The results of this study suggest that
rather than a broad personality issue, it may be a maladaptive way of reacting to stress. Further
research may build off of the results from this study to explore what mediating variables are
present in the relationship between Stress Reaction and difficulties in emotional regulation.
This study allowed for the integration of the DSM and the RDoC for a more dimensional
approach towards PTSD. From the results collected through the study a foundation was built for
additional research to develop upon. The associations that were made may be influential in not
only clinical practice in (i.e. treatment) but likewise in research of the onset and expression of
PTSD. Both may reveal knew forms of identification ofthe disorder.

Appendix
NIMH Research Domain Criteria {RDoC)
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